Substance addiction is damaging to the health of persons, families, and society. Often the person with addiction has decreased spirituality and religiosity and suffers from anxiety, depression, or both, increasing the risk for continued substance use and its concomitant negative consequences. The study purpose was to describe spirituality and religiosity, among persons enrolled in methadone maintenance therapy and to examine associations between spirituality, religiosity, anxiety, depression, and drug-use consequences. Using a descriptive and cross-sectional correlational design, 108 participants completed questionnaires assessing the study variables. Spiritual well-being was similar to other addiction samples and lower than healthy person samples. Most participants described themselves as spiritual or religious though religious participation was lower than in their past. The analysis indicated that spirituality, religiosity, depression, anxiety, and negative druguse consequences are interrelated in the person with addiction. Higher anxiety was predictive of negative drug-use consequences.
Approximately 12.1% of American adults used illicit drugs in 2010 with an estimated 6.1% meeting Diagnostic and Statistical Manual of Mental Disorders (4th ed., American Psychiatric Association, 1994) criteria for substance-use disorder (Substance Abuse and Mental Health Services Administration, 2012) . Illicit drug-use costs in 2007 were above US$193 billion when accounting for negative consequences on health, crime, and productivity (National Drug Intelligence Center, 2011) . Especially concerning was the number of opioid analgesic poisoning deaths that more than tripled from 1999 to 2006 (Warner, Chen, & Makuc, 2009 ). Opioid analgesics are not only damaging to health but may also provide a gateway to using other substances (Center for Substance Abuse Treatment [CSAT], 2005) . Use of opioids can lead to addiction in which persons compulsively continue the use of substances despite negative consequences to finances, health, families, and social life. These negative consequences of addiction complicate substance-use disorder treatment (Conner, Ross, Baciewicz, Sworts, & Meldrum, 2009 ). Successful treatment for opioid addiction is infrequent and treatment rates have not measurably improved for several decades despite increasing options for therapy to address addiction (Stimmel, 2009) . Successful treatment of opioid addiction can be hampered by the common comorbidities of depression and anxiety (CSAT, 2005) . An additional challenge is the often expressed social stigma of opioid addiction being a "self-inflicted condition resulting from a moral failing and that this condition is best handled as a criminal matter" (CSAT, 2005, p. 8) . Methadone maintenance therapy (MMT), an opioid addiction therapy, is hampered by this social stigma and other factors such as medication side effects, restrictive clinic schedules for daily drug doses, and cost (White & Mojer-Torres, 2010) . The poor rates of successful treatment and the complexity of the person with opioid addiction warrant further research.
Spirituality and Religiosity in Persons With Addiction
To better understand addiction treatment, spirituality and religiosity are important factors to study (Miller & Bogenschutz, 2007) . Increased spirituality and religiosity have been found to be protective in persons using alcohol (Tonigan, 2007) and illicit drugs (Miller & Bogenschutz, 2007) . Among those entering addiction treatment, religious practices have been found to be low (Brizer, 1993) . Alcoholics Anonymous (AA), which is infused with spirituality, has been a successful program for treating alcoholics (Miller & Bogenschutz, 2007) . After treatment, persons in recovery with higher spirituality have fewer relapses and longer term recoveries (Green, Fullilove, & Fullilove, 1998) . The studies investigating spirituality in those undergoing treatment or who are currently addicted to substances are few. Focus groups of patients in outpatient drug treatment noted that substance use leads to decreased spirituality and decreased religious practices (Heinz et al., 2010) . In two clinical trials in an acute detoxification program, a spiritually directed intervention was found not to improve treatment outcomes of persons who were in treatment but not on maintenance therapy (Miller, Forcehimes, O'Leary, & LaNoue, 2008) . Evidence suggests that spirituality is associated with recovery, prevention of relapse, and improved mental health status (Miller & Bogenschutz, 2007) , but perhaps not better outcomes in acute treatment (Miller et al., 2008) . It is not known if spirituality and religiosity are associated with a change in drug-use patterns or drug-use consequences (Miller & Bogenschutz, 2007) .
Depression and anxiety are additional concerns complicating addiction treatment. Depression and anxiety have been studied among individuals in opiate treatment (Verthein, Degkwitz, Haasen, & Krausz, 2005) . In general, these studies have found that individuals undergoing treatment for illicit drug use with anxiety and/or depression are more likely to continue substance use and suffer the negative consequences of addiction. High levels of depression and anxiety along with low levels of spirituality have been found to be common in substance addiction (Darke, Swift, & Hall, 1994; Ellison & Smith, 1991; Miller & Bogenschutz, 2007) . No study has yet examined the relationships between spirituality, religiosity, anxiety, depression, continued drug use, and drug-use consequences among persons undergoing opiate treatment. Persons in MMT take a long-acting opioid in place of the drug to which they were addicted. Recently, MMT has been viewed not as detoxification, but rather a substitution therapy with the goal of long-term recovery, not abstinence (White & Mojer-Torres, 2010) . The results of this study will help with the development of more effective treatment for the complex person with addiction.
Conceptual and Theoretical Perspectives
Spirituality is a complex and highly personal concept that includes "elements of love; compassion; caring; transcendence; relationship with God; and the connection of body, mind, and spirit" (O'Brien, 2011, p. 6) . Traditionally, spirituality was a part of religion, but, more recently in Western culture, spirituality is seen as larger than religion, meaning that people may consider themselves spiritual even when not practicing a religion (Koenig, 2008) . Spirituality is defined by individuals based on their own beliefs and it is difficult to measure (Koenig, 2009 ). However, better understanding of what spirituality means to a person's health can be gained by assessing spiritual well-being (SWB). SWB refers to a satisfaction with life that one experiences from having purpose and meaning in life and is experienced through transcendence or a relationship with God or a higher power (Ellison, 1983; Ellison & Smith, 1991) . Understanding SWB will help in understanding how spirituality affects the actions of the person with addiction.
Religiosity "relates to a person's beliefs and behaviors (practices) associated with a specific religious tradition or denomination" (O'Brien, 2011, p. 5) . Religious behaviors can include "support of a faith community, affirmation in worship, encouragement of spiritual companions, consolation from prayer, and communication with God through these religious practices" (O'Brien, 2011, pp. 98-99) . Thus, religiosity describes participation in an "organized" religion or faith tradition.
The Neuman Systems Model provided a guiding framework for conceptualizing the addicted person as a complex system with multiple interacting components. The person is defined in the Neuman Systems Model as a dynamic system, a composite of five interacting variables: physiological, psychological, sociocultural, developmental, and spiritual (Neuman & Fawcett, 2002) . Table 1 presents the linkages between study concepts and measures. The person with addiction is affected in all these areas. This study focused on the spiritual dimension that Neuman conceptualizes as being born with a potential energy akin to a "seed" (Neuman & Fawcett, 2002) . This seed needs to be nurtured and allowed to grow and transform. In this study, spirituality was defined as "the innate capacity of the human person to transcend herself/himself to experience meaning and purpose in life through contemplation and action aimed ultimately toward the sacred" (J. Schaefer, personal communication, August 31, 2010). When a person acts against this innate aspect of spirituality, he or she is keeping from growing and transcending. Religiosity is the expression of the importance one gives to religious beliefs and practices (Fehring, Miller, & Shaw, 1997) . Religiosity was seen as a way to nurture a person's spirituality and to grow his or her spiritual "seed."
Purpose
The purpose of this study was to describe the SWB, religiosity, depression, anxiety, continued drug use, and drug-use consequences among persons enrolled in MMT. This study examined SWB in the person with addiction who was taking methadone under supervision in a MMT program. This purpose was addressed by answering three research questions:
Research Question 1: What are the SWB and religiosity among persons enrolled in MMT? Research Question 2: Are SWB, religiosity, depression, anxiety, and druguse consequences associated? Research Question 3: Do SWB, religiosity, depression, and anxiety predict continued drug use and drug-use consequences among persons enrolled in MMT?
Method
A descriptive and cross-sectional correlational design was used to answer the research questions. An a priori analysis estimated a necessary sample size of 108 based on the multiple regression for four predictor variables (SWB, religiosity, anxiety, depression) with a desired power of 0.90, a medium effect size of 0.15, a significance level of 0.05, and logistic regression with 0.90 power, p = .05, and an odds ratio (OR) of 2 (G-power 3.0; Faul, Erdfelder, Lang, & Buchner, 2007) . A convenience sample of participants who were enrolled in MMT was recruited at a private, nonsectarian outpatient MMT clinic located in a large midwestern city. The majority of the clinic patients were male (61%), White (79%), young adults (49% less than 35 years old) with reportedly low incomes (58% less than US$15,000). Participants met the following study inclusion criteria: above the age of 18; ability to speak, read, and understand English; and to answer computerized questions independently. Exclusion criteria included persons who ended treatment within the previous 3 months and were reenrolled in treatment for less than 2 weeks.
Measures/Instruments
SWB, religiosity, anxiety, depression, and drug-use consequences were measured through self-administered questionnaires. The following demographic data were collected to describe the sample: age, race, ethnicity, education, time in treatment, religious history, illicit drugs used, and years of MMT.
SWB. The SWB Scale (SWBS; Ellison, 1983 ) is a 20-item tool with two 10-item subscales. The Existential Well-Being (EWB) subscale explores a relationship with a higher being or God, and the Religious Well-Being (RWB) subscale explores a sense of meaning and purpose in life. Each item is scored on a 6-point Likert-type scale using the anchor words: "strongly agree" and "strongly disagree." Higher scores indicate greater SWB. The strong psychometric properties of the SWBS have been demonstrated in various populations, including a group likely similar to the MMT population, outpatient counselees (Bufford, Paloutzian, & Ellison, 1991) . Internal consistency has ranged from 0.82 to 0.94 for the total SWBS, 0.78 to 0.86 for the EWB, and 0.89 to 0.94 for the RWB subscales (Hill & Hood, 1999) . The scale has been used in several studies of substance-use disorders (Brome, Owens, Allen, & Vevaina, 2000; Piderman, 2005; States, 2001) .
Religiosity. The Religious Background and Behavior (RBB) Questionnaire is a 13-item tool developed to measure lifetime and recent religious behavior (Connors, Tonigan, & Miller, 1996; Hartz, 2005) . The first question asks the person to self-identify as one of the following: atheist, agnostic, spiritual, religious, or unsure. The remaining questions assess frequency of participation in various religious or spiritual activities in the past year and again in their lifetime ranging from "never" to "more than once a day." Possible scores on the tool range from 0 to 46 with higher scores indicating greater religiosity. Connors et al. (1996) demonstrated good overall scale reliability (α = .86) in a large study of people with alcoholism. Two factors were identified with a five-item God Consciousness (GC) scale (α = .76) and an eightitem Formal Practices (FP) scale (α = .81).
Depression. Depression was measured with the Patient Health
Questionnairenine-item depression module (PHQ-9; Kroenke, Spitzer, & Williams, 2001) . The nine items on the tool are rated on how often in the past 2 weeks the person has exhibited depression symptoms. The frequency of occurrence ranges from "not at all" to "nearly every day." The highest score on the PHQ-9 is 27 with scores above 15 indicating a need for depression treatment. The tool has been validated in the substance-use disorder population and has strong psychometric properties with high internal consistency reported (α = .90) and a one-factor structure with coefficients above 0.35 on all items (Dum, Pickren, Sobell, & Sobell, 2008) .
Anxiety. Anxiety was measured with the Spielberger State-Trait Anxiety Inventory (STAI), which consists of two 20-item scales: state and trait (Spielberger, 1983) . The internal consistency of the STAI is high (α = .86-.95). The tool has good validity (Spielberger, 1983) and has been used in persons on methadone (Darke et al., 1994) .
Continued Drug Use and Drug-Use Consequences. Study outcome measures included continued drug use and consequences of drug use. MMT includes random urine testing one to several times per week, and this information was used as a measure of continued drug use. All urine test results for illicit drugs that participants completed over the month prior to study enrollment were collected. Test results indicated the presence or absence in the urine of specific illicit drugs, including heroin, cocaine, methadone, opiates, barbiturates, alcohol, benzodiazepines, amphetamines, and marijuana. A single positive test in the prior 30 days was considered evidence of continued drug use.
Consequences of continued drug use were measured using the recent version of the 50-item Inventory of Drug-Use Consequences (InDUC, Version 2R3). This questionnaire assessed negative consequences of continued drug use over the prior 30 days (Tonigan & Miller, 2002) . Individual items asked the frequency of occurrence of the particular negative consequence with higher scores indicating more negative consequences. Frequencies ranged from "never" to "daily or almost daily." Items on the InDUC include alcohol or drugs harming the ability to be a good parent (interpersonal), spiritual or moral life (intrapersonal), work behavior (social responsibility), proper eating (physical), and increasing risk taking (impulse control). The total score ranges from 0 to 150. Internal consistency has been reported at 0.82 to 0.94 (Conner et al., 2009) , with good test-retest reliability on four subscales (0.68-0.92) and poor on the fifth subscale (intrapersonal, 0.33; Tonigan & Miller, 2002) .
Procedures
After receiving Institutional Review Board and clinic approval, the study was advertised by posting a flyer in the clinic lobby and the primary investigator (PI) handed out flyers to clinic patients. The majority of the clinic population was available during the recruitment period as MMT includes daily doses of oral liquid methadone and weekly group and individual counseling sessions at the clinic. Those expressing interest met privately with the PI, reviewed the consent form, and had questions answered. Throughout the consenting and data collection process, participants were given repeated opportunities to withdraw from the study.
After the study participants gave written consent, they were logged on to a computer by the PI and given instructions and allowed to ask questions about the radio buttons and moving to the next screen. Participants then independently completed self-administered online study questionnaires for SWB, religiosity, depression, anxiety, and drug-use consequences. The data from the questionnaires were collected using an online data repository. Most participants took 15 to 30 min to complete the five questionnaires. After the participants completed the questionnaires, the PI performed a chart review to gather demographic data and urine test results. Data collection was completed over a 6-month time period to obtain a sufficient sample size.
Data Analysis
SPSS Version 17.0 was used for all analyses. Cronbach's alpha reliability estimates were calculated for the SWBS, RBB, PHQ-9, and STAI. Descriptive statistics (M, SD, and range) were utilized to characterize spirituality (SWBS) and religiosity (RBB) for Research Question 1 (Table 2) . One-sample t test was used to determine SWBS score differences between study participants and reference groups of persons with alcohol or drug addiction that were found in the literature.
For Research Question 2 examining relationships of study variables, a correlation matrix (Pearson's r) was computed by examining the relationships between the summated scores for the depression (PHQ-9), drug-use consequences measure (InDUC), and the subscales of the STAI (state and trait), the SWB subscales (SWBS-EWB and SWBS-RWB), and the religiosity subscales (RBB-GC and RBB-FP).
Multiple regression analysis was completed to examine Research Question 3 to determine whether spirituality (SWBS), religiosity (RBB), depression (PHQ-9), and anxiety (STAI) could predict negative consequences (InDUC). The analysis included four predictor variables, SWBS, RBB, PHQ-9, and STAI, with the InDUC as a dependent variable. Logistic regression analysis was used with the same predictor variables to examine the association of urine test results to SWB, religiosity, depression, and anxiety.
Results
In all, 111 study participants were recruited with 108 completing all the study questionnaires. Of the 3 participants who did not provide a complete set of study questionnaires, 1 became fatigued, 1 did not complete due to time constraints, and 1 withdrew before completing the last questionnaire due to emotional stress and the desire to discuss her situation with her counselor instead. This sample represented about one fourth of the clinic census during the study period.
The majority of the participants were White, non-Hispanic, had a high school or equivalent education, and 50% were male (Table 3) . Women, mean age 32.4, were significantly younger than men, mean age 37.2; t(106) = −2.193, p = .03. Most were unemployed at the time of admission to MMT. The study participants had been undergoing MMT for an average of 3.1 years. Many (30%) had not been treated for drug addiction in the past; however, 33% declared one prior episode and 23% declared two prior episodes of addiction treatment. Heroin was the most common drug of choice, followed by prescription opioids, such as oxycodone and hydrocodone. More than 70% of the sample reported no alcohol use when entering MMT, and the majority of the rest drank less than once a week. Study scales were tested for reliability in this study sample. Cronbach's alpha was adequate for each of the study instruments-SWBS: .90 for the total scale, with .83 for the EWB and .92 for the RWB subscales; RBB: .89, with .78 for the GC subscale and .86 for the FP subscale; PHQ-9: .88; STAI: .96 for the total scale, with .95 for the State subscale and .94 for the Trait subscale; and InDUC: .97.
SWB and Religiosity
Spiritual history was completed on clinic admission in 90 patients. The majority indicated belief in a higher power (88%) and that their spiritual beliefs would affect their treatment (62%). Only 24% indicated they attended formal religious or spiritual practices, 37% indicated FP were a significant part of their life, and 58% indicated they meditated or prayed regularly. Some of the reasons given for not attending church were the drug use changed their interest level, consumed their time, or made them feel guilty. Nine people noted a positive effect from spiritual and religious practices such as praying more often, turning to God because of their drug use, and feeling more spiritual.
To determine whether the MMT group was similar to other groups with addiction, the SWBS mean (86.7) was compared with three similar groups of persons with addiction found in the literature (Brome et al., 2000; Piderman, 2005; States, 2001) . A one-sample t test was used to determine whether the SWBS of the current sample differed from the reference groups. Seven groups taken from the three studies had an overall SWBS mean score of 85.7. The mean score of 86.7 for this study is not significantly different from that reported in the literature, t(107) = 0.624, p = .534.
The RBB Questionnaire demonstrated a mean of 23.7 in this sample. The overwhelming majority of participants described themselves as spiritual or religious (86.1%), that is, they believed in a sacred being or supreme reality regardless of whether they practiced religion. The scores on the GC subscale averaged 13.1 out of a possible 18. The scores on the FP subscale averaged 10.6 out of a possible 28. Fifty-one percent of the sample endorsed that they attended religious services regularly in the past but did not do so now.
Associations Among SWB, Religiosity, Depression, Anxiety, and Drug-Use Consequences
A correlation matrix described the relationships between the SWBS, RBB, PHQ-9, STAI, and InDUC (Table 4 ). SWB was found to have a moderate inverse significant correlation to both the depression (r = −.47, p < .01) and anxiety (r = −.46, p < .01) measures. The SWB subscales both inversely correlated to depression, the SWBS-EWB (r = −.61, p < .01) and the SWBS-RWB (r = −.22, p < .05), but only the SWBS-EWB inversely correlated with anxiety (r = .67, p < .01). Religiosity was not found to correlate with depression and anxiety. However, the FP subscale inversely correlated with both depression (r = −.23, p < .05) and anxiety (r = −.21, p < .05). The SWBS did not correlate with the negative drug-use consequences (InDUC), but the SWBS-EWB (r = −.22, p < .05) did correlate significantly. Depression (r = .39, p < .01) and anxiety (r = .40, p < .01) moderately significantly correlated with negative drug-use consequences.
SWB, Religiosity, Depression, and Anxiety As Predictors of Continued Drug Use and Drug-Use Consequences
The results of the multiple regression analysis of negative drug-use consequences (InDUC) on spirituality (SWBS), religiosity (RBB), depression (STAI), and anxiety (PHQ-9) are presented in Table 5 . The four predictor variables were entered simultaneously into the regression equations. The resultant model (Table 5 , Model 1) was statistically significant with the predictor variables accounting for 20.3% of the variance in the InDUC, R 2 = .203 [AR 2 = .17], F(4, 103) = 6.57, p < .001. The total score on the STAI was the only significant independent predictor. To address possible collinearity of SWBS and RBB, using backward selection, RBB was removed and the model was run with three predictor variables ( Table 5 , Model 2). The three predictor variables of SWBS, STAI, and PHQ-9 again accounted for 20.3% of the variance in the InDUC. The total STAI scale again emerged as the only significant predictor (β = .35, t = 2.2, p = .03).
To assess the predictors of positive urine results, logistic regression analysis was conducted using the predictor variables of SWBS, RBB, PHQ-9, and STAI. In all, 61 participants (57%) had at least one urine positive for illicit drugs during the month prior to the study. The regression model was not significant, F(4, 103) = 1.08, p = .372. The most common illicit drugs found were opiates, benzodiazepines, marijuana, cocaine, propoxyphene, and amphetamines.
Discussion
The SWB of this study group was lower than reported in the literature for healthy groups. However, it was not significantly lower when tested against samples of persons with addiction. For example, a group of African American mothers with an average of 2 years in substance recovery reported a moderate SWBS (Brome et al., 2000) . This less than healthy score was presumed to be due to a lack of spiritual harmony when struggling with addiction. This study confirms findings in the literature that SWB is lower in persons with addiction.
Lower SWB in this study may be related to the continuing use of illicit drugs by participants. The majority of the study participants, despite the long average time in MMT, had at least one urine test indicating use of an illicit drug and were, at best, partially recovered. Recent literature has suggested that MMT should be seen as a recovery program and not an abstinence program as it has been historically viewed (White & Mojer-Torres, 2010) . Continued use of drugs might be considered an expression of a person searching for a spiritual experience. However, one small study did not find this as a reason for continued drug use in MMT (Heinz et al., 2010) .
SWB is not a focus in many MMT programs, which contrasts to AA 12-step programs, in which spirituality is a major part of the treatment program. The MMT clinic policy discouraged counselors from discussing spiritual topics unless initiated by the client. This lack of attention to SWB, and therefore a lack of a comprehensive focus on the person, could be a limiting factor in recovery.
Spirituality and religiosity were not associated with drug-use consequences or continued drug use in this study causing questions about including spiritual interventions in treatment. Recent research suggests that spiritual counseling is not effective in treatment. Two clinical trials of newly detoxified patients compared usual care with persons provided a spiritual director (Miller et al., 2008) . The trials found no difference in drug-use outcomes at 4 months between the two groups. These trials suggested that spiritual interventions do not make a difference. However, caution should be used in interpreting the results as the interventions in these trials may not have been timed appropriately or have been long enough to make a difference. Moreover, the spiritual interventions were by spiritual directors not from the normal patient community. Although spiritual counseling and support may not be effective during inpatient treatment, it may have some utility during the later stages of recovery during MMT. White and Mojer-Torres (2010) suggested that addiction should be considered a chronic condition and treated with attention to family, social, and spiritual recovery within the community. Perhaps interventions as part of a person's faith community would make a difference.
The religiosity of the MMT group is difficult to assess as no comparison means are reported in the literature. However, the participants thought about God frequently and had participated in religious activities in the past, though current levels of participation were lower. The participants believed in God or a higher power and prayed frequently but were not regularly participating in FP. Substance use may interfere with FP that sustain spirituality.
The inverse correlations between SWB and depression and anxiety are congruent with a study of older patients with advanced cancer in the United Kingdom (McCoubrie & Davies, 2006) . Similar to this study, cancer patient's scores on the SWBS and the SWBS-EWB subscale negatively correlated to depression and anxiety. This negative correlation may be because the SWBS-EWB subscale includes measures of psychological well-being (Koenig, 2008) , and thus compares positive psychological measures to anxiety and depression. The SWBS-RWB subscale did not correlate to depression or anxiety in the cancer group. In the present study, the SWBS-RWB subscale inversely correlated with depression but not anxiety. Depression may keep people from religious practices more than anxiety, according to the SWBS.
However, the findings are different with the RBB, which did not correlate to anxiety or depression. When the RBB-FP subscale was examined, it did correlate inversely to anxiety and depression. The RBB-FP findings are congruent with studies showing that religiosity and depression are inversely correlated (Koenig, 2009) . The relationship between formal religious practices and anxiety is not supported in the literature. One reason for the lack of support for an inverse relationship may be that anxiety itself may spur more religious activities, such as praying (Koenig, McCullough, & Larson, 2001) .
SWB and religiosity were not found to be associated with negative druguse consequences. Anxiety was associated with drug-use consequences in the regression model but not depression. As evident in the correlation matrix, anxiety and depression are highly correlated and therefore collinear in their relationship with drug-use consequences, with anxiety being the stronger predictor variable. The more depression or anxiety the person has, the more likely the person will have higher scores of negative consequences overall, the regression model accounts for a substantial (20%) portion of the variance in drug-use consequences. Given the complexity of people as dynamic systems of interacting variables (Neuman & Fawcett, 2002) and the many variables involved in negative life effects associated with addiction, a focus on anxiety reduction within addiction treatment is warranted. While SWB was not independently associated with drug-use consequences, the moderately high correlation of emotional well-being dimension of SWB with anxiety suggests a trajectory of potential influence from SWB to lower anxiety to lower drug-use consequences. Future research is needed to determine whether SWB interventions can affect anxiety during MMT that can then have a positive influence on drug-use consequences. SWB, religiosity, depression, and anxiety were not found to be associated with urine that was positive for illicit drugs. This could be due to the complex nature of drug use and factors leading to illicit drug use despite being in MMT or insufficient sample size to detect smaller than a twofold OR. Only one study of urine test results and depression was located, which was an intervention study of methadone maintenance patients who used heroin plus cocaine and were new to treatment. The study found depression correlated with positive cocaine urine screens at the end of 25 weeks (Ghitza, Epstein, & Preston, 2007) . This study did not support these findings.
The present study has limited generalizability due to the relatively small sample size and the cross-sectional design with convenience sampling methods. This sample had characteristics specific to the location of the clinic that are not generalizable to other populations, such as being predominantly White, urban, and young. Computer administration of questionnaires also is a limitation as some may have not participated due to concerns regarding computer skills. The study tools themselves had some limitations. The measures of SWB and religiosity may not be refined enough to measure these complex multidimensional topics. The SWBS has questions that may measure the psychological well-being and thus are not separate concepts when comparing against anxiety and depression. The RBB has no comparison groups in the literature. The STAI used words such as "keenly" that may not be meaningful to younger participants. Another limitation was the use of the admission questionnaire for drug use and spiritual history. Patients may not have been truthful on admission to the clinic. For example, the amount of alcohol used at study admission was remarkably low and may have been affected by patients not reporting accurately due to social desirability or other factors. Moreover, attention to frequency and route of use may have been helpful to determine factors about continued drug use.
This study demonstrated relationships among the study variables in opioid abusers, but these relationships need further exploration. Questions remain regarding what changes in spirituality and religiosity occur during treatment. Understanding how the spirituality of the care provider and the patient relate and how to match providers would also be beneficial. More knowledge of spirituality is needed to aid in recovery and prevent relapse of patients.
This study was the first to examine spirituality, religiosity, depression, and anxiety together in persons undergoing methadone therapy for opioid abuse. The majority of the sample described themselves as spiritual or religious. The study was framed using Neuman's model and examined the interrelationships of the person variables. Correlations were found among SWB, religiosity, depression, anxiety, and negative drug-use consequences. The negative consequences of addiction are many and continue to add to the poor health of the individual, family, and society at large. Through understanding these relationships, interventions can begin to be developed to strengthen one variable of the person with the expectation that it also will strengthen other variables of the human person.
Because addiction is prevalent in society and contributes to other health problems, nurses often encounter addicted patients. Knowing more about these patients can help nurses deliver better care. Spirituality is a factor in maintaining health and well-being and is an important resource for nurses to utilize in patient care. Continued knowledge development is needed to understand spirituality and religiosity in addiction. Knowledge of the person with addiction, including the complexity of spirituality and religiosity in relation to anxiety and depression, may be useful to nurses in treating many patients. Nurses need to understand spirituality and how to give spiritual care and to be comfortable when doing so.
The present study noted less consistency in charting spiritual history than the other portions assessed in the intake assessment. This lack of attention to spiritual history could be because the counselors are instructed not to probe spiritual or religious topics if the client does not offer answers to the questions. Discomfort with the topic by either the patient or the counselor, or a lack of importance attributed to a spiritual history by the addiction counselors may contribute to avoidance of spiritual counseling. Counselors and nurses need to understand that spirituality and religiosity are important to the majority of persons with addiction. Addressing the spirituality and religiosity needs of persons in addition recovery enhances holistic care and will promote the well-being of the person with addiction. Future research may be able to document beneficial treatment outcomes.
This study demonstrated relationships among opioid abusers that need further exploration. Longitudinal interventional studies using spiritual techniques such as being present and listening to a patient, prayer, or meditation in an attempt to affect spirituality and help the person toward transcendence would be useful. Studies exploring how to match providers to patients to most effectively help the person grow spiritually during addiction could be useful. Finally, studies with a recovery orientation in a community, such as a faith community, would be more naturalistic and perhaps more beneficial.
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